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Return to Work and Risk of Subsequent Detachment From
Employment After Myocardial Infarction: Insights From Danish
Nationwide Registries
Laerke Smedegaard, MD; Anna-Karin Nume, MD; Mette Charlot, MD, PhD; Kristian Kragholm, MD, PhD; Gunnar Gislason, MD, PhD;
Peter R. Hansen, MD, PhD, DMSc
Background-—Limited data are available on return to work and subsequent detachment from employment after admission for
myocardial infarction (MI).
Methods and Results-—Using individual-level linkage of data from nationwide registries, we identiﬁed patients of working age (30–
65 years) discharged after ﬁrst-time MI in the period 1997 to 2012, who were employed before admission. To assess the
cumulative incidence of return to work and detachment from employment, the Aalen Johansen estimator was used. Incidences
were compared with population controls matched on age and sex. Logistic regression was applied to estimate odds ratios for
associations between detachment from employment and age, sex, comorbidities, income, and education level. Of 39 296 patients
of working age discharged after ﬁrst-time MI, 22 394 (56.9%) were employed before admission. Within 1 year 91.1% (95%
conﬁdence interval [CI], 90.7%–91.5%) of subjects had returned to work, but 1 year after their return 24.2% (95% CI, 23.6%–24.8%)
were detached from employment and received social beneﬁts. Detachment rates were highest in patients aged 60 to 65 and 30 to
39 years, and signiﬁcantly higher in patients with MI compared with population controls. Predictors of detachment were heart
failure (odds ratio 1.20 [95% CI, 1.08–1.34]), diabetes mellitus (odds ratio 1.13 [95% CI, 1.01–1.25]), and depression (odds ratio
1.77 [95% CI, 1.55–2.01]). High education level and high income favored continued employment.
Conclusions-—Despite that most patients returned to work after ﬁrst-time MI, about 1 in 4 was detached from employment after
1 year. Several factors including age and lower socioeconomic status were associated with risk of detachment from employment.
( J Am Heart Assoc. 2017;6:e006486. DOI: 10.1161/JAHA.117.006486.)
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T hrough decades, prognosis after myocardial infarction(MI) has improved as new treatment regimens for acute
management, primary and secondary prevention have
evolved.1–3 Although fewer post-MI complications, such as
recurrent MI, heart failure, and death, are important bench-
marks for the quality of care, returning to work and being able
to remain employed are similarly important markers of
functional status, which are associated with individual self-
esteem and societal costs. For example, evidence has
indicated that quality of life is poorer in unemployed subjects
and the risk of depression is greater among these individu-
als.4–6 While previous studies have focused on return to work
after MI, with return rates from 57% to 90% within 1 year,
continuation of employment following return to work remains
unclear.7–12 Also, a single study of patients who underwent
percutaneous coronary intervention (PCI) suggested that
return to work is an insufﬁcient measure of the actual
employment status, because a considerable number of
subjects become detached from employment relatively
quickly (ie, 76% of patients returned to work after PCI, but
From the Department of Cardiology, Copenhagen University Herlev Gentofte Hospital, Hellerup, Denmark (L.S., A.-K.N., M.C., G.G., P.R.H.); Departments of Cardiology
and Epidemiology/Biostatistics, Aalborg University Hospital, Aalborg, Denmark (K.K.); The Institute of Public Health, University of Southern Denmark, Copenhagen,
Denmark (G.G.); Faculty of Health & Medical Sciences, University of Copenhagen, Denmark (G.G., P.R.H.); The Danish Heart Foundation, Copenhagen, Denmark (G.G.).
Accompanying Tables S1 and Figure S1 through S4 are available at http://jaha.ahajournals.org/content/6/10/e006486/DC1/embed/inline-supplementary-mate
rial-1.pdf
Correspondence to: Laerke Smedegaard, MD, Department of Cardiology, Copenhagen University, Herlev Gentofte Hospital, Kildegaardsvej 28, 2900 Hellerup,
Denmark. E-mail: LaerkeSmedegaard@gmail.com
Received April 27, 2017; accepted August 28, 2017.
ª 2017 The Authors. Published on behalf of the American Heart Association, Inc., by Wiley. This is an open access article under the terms of the Creative Commons
Attribution-NonCommercial License, which permits use, distribution and reproduction in any medium, provided the original work is properly cited and is not used for
commercial purposes.
DOI: 10.1161/JAHA.117.006486 Journal of the American Heart Association 1
ORIGINAL RESEARCH
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
only 60% had no recurrent sick-leave during 1 year of follow-
up).13
An improved understanding of return to work and the
subsequent detachment from employment after MI can
contribute to the development of strategies to promote
return and maintenance of work and thereby increase
patient’s quality of life and reduce societal costs. Therefore,
we investigated return to work and subsequent detachment
from employment after MI in a nationwide cohort during a 16-
year period and assessed risk factors associated with not
returning to work and/or subsequent detachment from
employment.
Methods
Study Design and Study Population
The study was a nationwide retrospective cohort study
comprising patients aged 30 to 65 years with a ﬁrst-time
primary discharge diagnosis of MI (International Classiﬁcation
of Diseases 10th revision code I21) in the period between
January 1, 1997 and December 31, 2012. Patients with a
previous discharge diagnosis of MI were excluded. Only
patients who were employed for at least 3 consecutive weeks
in a 5-week period before the day of admission with MI were
included. The patients were included 30 days after admission.
Data Sources
In Denmark, all 5.6 million citizens are covered by publicly
ﬁnanced national health insurance, guaranteeing free access
to healthcare services at all times. All residents hold a unique
and permanent personal identiﬁcation number that allows
linkage between the administrative registers. The Danish Civil
Registration System holds information on birth, sex, and
death status. The Danish National Patient Registry holds
information on all admissions since 1978.14 All admissions to
hospitals and out of hospital contacts are registered by 1
primary diagnosis, and supplementary secondary diagnoses if
appropriate, according to the International Classiﬁcation of
Diseases. The MI diagnosis has previously been validated in
this registry with a sensitivity of 97%.15 Surgical and
interventional procedures are registered in the Nordic Medical
Statistics Committees Classiﬁcation of Surgical Procedures.
The DREAM database was used to identify patients who
received social beneﬁts and employment was deﬁned as
being self-supportive, which has been validated with a positive
predictive value of 98.2%.16 All residents in Denmark who are
not working (eg, unemployed, on sick leave, on maternity
leave, or eligible for early retirement or disability pension
because of severe impairments) are entitled to government-
ﬁnanced social beneﬁts. Since 1991, all social beneﬁts are
registered on a weekly basis in the DREAM database, making
this database suitable for studies of employment history and
follow-up.16
Redemption of drug prescriptions was identiﬁed using the
Danish Register of Medicinal Product Statistics that holds
information on all prescriptions dispensed from pharmacies in
Denmark since 1995, and the registry classiﬁes each drug
according to the Anatomic Therapeutical Chemical classiﬁca-
tion. The Danish healthcare system provides partial reim-
bursement of drug expenses, which ensures a high validity of
the registry.17 Information on education level and personal
income was available on an annual basis and was provided by
Statistics Denmark, and we indexed income on that of
2009.18,19
Study Outcomes
The study outcomes were return to work within 1 year after
admission with ﬁrst-time MI and detachment from employ-
ment following return to work, respectively.
Covariates
In the multivariable model, the covariates were selected
before analysis and we included those that were considered
most relevant based on current literature (ie, sex, age, living
alone, baseline income and educational level, comorbidities
[heart failure, arrhythmia, diabetes mellitus, cerebrovascular
disease, chronic kidney disease, chronic obstructive pul-
monary disease, and depression]), invasive coronary proce-
dures (coronary angiography, PCI, and coronary artery bypass
grafting), and time period of index admission.20–23 We
examined the comorbidity status based on discharge- and
Clinical Perspective
What Is New?
• This nationwide study reports on detachment from employ-
ment after return to work in patients with myocardial
infarction.
• Of 20 415 patients who returned to work, 4938 (24.2%)
were detached from employment within 1 year and sup-
ported by social beneﬁts.
• Important risk factors of detachment from employment
were younger age (30–39 years) and low socioeconomic
status.
What Are the Clinical Implications?
• The ﬁndings in this study suggest that a rehabilitation
strategy with focus on employment maintenance is war-
ranted.
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outpatient diagnoses 5 years before the date of inclusion.
Use of medication was investigated 6 months before date of
inclusion. Diabetes mellitus and depression were either
deﬁned from International Classiﬁcation of Diseases codes
from the National Patient Registry or use of antidiabetic
medication or antidepressant, respectively. International
Table 1. Baseline Characteristics of the Post-MI Population
Variable Overall No Return Return P Value*
N 22 394 1979 20 415
Men, % 18 120 (80.9) 1480 (74.8) 16 640 (81.5) <0.001
Women, % 4274 (19.1) 499 (25.2) 3775 (18.5) <0.001
Age (median [IQR]) 55 [49, 59] 55 [50, 60] 55 [49, 59] 0.072
Age groups, %
30 to 39 y 915 (4.1) 82 (4.1) 833 (4.1) 0.659
40 to 49 y 5052 (22.6) 374 (18.9) 4678 (22.9) <0.001
50 to 59 y 10 888 (48.6) 1024 (51.7) 9864 (48.3) Reference
60 to 65 y 5539 (24.7) 499 (25.2) 5040 (24.7) 0.408
Living alone 4497 (20.1) 459 (23.2) 4038 (19.8) <0.001
Heart failure, % 1990 (8.9) 377 (19.1) 1613 (7.9) <0.001
Arrhythmia 1632 (7.3) 250 (12.6) 1382 (6.8) <0.001
Diabetes mellitus, % 2087 (9.3) 275 (13.9) 1812 (8.9) <0.001
Cerebrovascular disease, % 569 (2.5) 95 (4.8) 474 (2.3) <0.001
Chronic kidney disease, % 262 (1.2) 45 (2.3) 217 (1.1) <0.001
COPD, % 388 (1.7) 55 (2.8) 333 (1.6) <0.001
Depression, % 1034 (4.6) 112 (5.7) 922 (4.5) 0.021
CAG, % 16 278 (72.7) 1480 (74.8) 14 798 (72.5) 0.028
PCI, % 12 379 (55.3) 1087 (54.9) 11 292 (55.3) 0.742
CABG, % 1245 (5.6) 174 (8.8) 1071 (5.2) <0.001
Education level, % <0.001
Basic school 6817 (30.4) 720 (36.4) 6097 (29.9) Reference
High school 622 (2.8) 51 (2.6) 571 (2.8) <0.001
Vocational 10 096 (45.1) 874 (44.2) 9222 (45.2) 0.065
Short/medium 3368 (15.0) 227 (11.5) 3141 (15.4) <0.001
Long/higher education 1040 (4.6) 52 (2.6) 988 (4.8) <0.001
Unknown 451 (2.0) 55 (2.8) 396 (1.9) 0.277
Income, % <0.001
First quartile 5598 (25.0) 671 (33.9) 4927 (24.1) Reference
Second quartile 5599 (25.0) 544 (27.5) 5055 (24.8) <0.001
Third quartile 5599 (25.0) 437 (22.1) 5162 (25.3) <0.001
Fourth quartile 5598 (25.0) 327 (16.5) 5271 (25.8) <0.001
Period
1997 to 2000 5717 (25.5) 455 (23.0) 5262 (25.8) Reference
2001 to 2004 5992 (26.8) 522 (26.4) 5470 (26.8) 0.141
2005 to 2008 5571 (24.9) 579 (29.3) 4992 (24.5) <0.001
2009 to 2012 5114 (22.8) 423 (21.4) 4691 (23.0) 0.552
CABG indicates coronary artery bypass grafting; CAG, coronary angiography; COPD, chronic obstructive pulmonary disease; IQR, interquartile range; MI, myocardial infarction; PCI,
percutaneous coronary intervention.
*P value from logistic regression models.
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Classiﬁcation of Diseases- and Anatomic Therapeutical
Chemical-codes used in the study are found in Table S1.
Statistical Analysis
Return to work
Patients were included 30 days after admission. To assess the
cumulative incidence rates of return to work, the Aalen-
Johansen estimator with competing risk of death was used.24
Return to work was deﬁned as being self-supportive for at
least 1 week, and in a sensitivity analysis, patients who
returned to work and maintained employment for at least
3 months were considered. Logistic regression was applied to
estimate the odds ratios (ORs) with 95% conﬁdence intervals
(CIs) for risk factors associated with not returning to work, and
patients who died during follow-up were considered as not
returning to work in this model. Estimates for age and sex
were adjusted for comorbidities (heart failure, arrhythmia,
diabetes mellitus, cerebrovascular disease, chronic kidney
disease, chronic obstructive pulmonary disease, and depres-
sion), living alone, invasive coronary procedures (modeled as a
categorical variable with 4 levels: no procedure, coronary
angiography, PCI, coronary artery bypass grafting), education
level, income, and time periods of index admission. Other
estimates in the same ﬁgure were adjusted for the same
variables, but because of interaction between age and
numerous of the other variables, age was modeled as a
restricted cubic spline, and furthermore income was stratiﬁed
on sex because of interactions between these variables. Also,
this analysis was repeated with return to work considered as
maintenance of employment for at least 3 months.
Detachment from employment
In analyses of detachment from employment, only patients
who returned to work were included. Information on age,
comorbidity, medication, invasive procedures, living alone,
education, and income were updated until the date of return
to work. Detachment from employment was assessed by
cumulative incidence using Aalen-Johansen estimator with
competing risk of death, and detachment was deﬁned as
receiving social beneﬁts for at least 1 or 3 months, respec-
tively. Additionally, the analyses were stratiﬁed by age, using
the age intervals 30 to 39, 40 to 49, 50 to 59, and 60 to
65 years. Logistic regression was applied to estimate ORs
and 95% CIs for risk factors associated with detachment from
employment. The logistic regression model presenting risk
factors associated with detachment was based on detach-
ment periods of at least 1 month and the model was adjusted
in the same manner as the one for return to work as the same
interactions were found. In the logistic regression models,
patients who were unable to complete follow-up because of
death were considered as detached from employment. This
method was feasible because of the very low mortality of
patients in the study.
The rate of detachment for post-MI patients was com-
pared with 1:5 matched controls from the employed general
Danish population. The controls had no prior history of MI
and were matched by year of birth and sex. To test for
differences in detachment, Aalen-Johansen estimator rates
between patients with MI and the matched population, Fine-
Gray models were applied.25 The percentages of patients
receiving different social beneﬁts (sick leave, disability
pensions, subsidized jobs, unemployment beneﬁts, early
retirements, pensions, student grants, and parental leave)
at the time of detachment were calculated and compared
with controls using conditional logistic regression with age
and sex stratas.
Data management and statistical analyses were performed
using SAS (version 9.4 for Windows, SAS Institute, Cary, NC)
and R (version 3.2.3 for Windows, R Foundation for Statistical
Computing).
Ethics
This study was approved by the Danish Data Protection
Agency (local reference No. 2007-58-0015/GEH-2014-014 I-
suite 02732). Informed consent and ethical approval is not
required for retrospective registry-based studies in Denmark.
Results
Patients and Characteristics
Of 39 296 patients of working age (30–65 years), 22 394
(56.9%) patients were employed before admission with ﬁrst-
time MI (Figure S1). In the study population, a total of 18 120
(80.9%) were men and the median age was 55 (interquartile
Figure 1. Cumulative incidence of patients who returned to work
in the period 1 year after admission with myocardial infarction.
DOI: 10.1161/JAHA.117.006486 Journal of the American Heart Association 4
Employment After Myocardial Infarction Smedegaard et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
range 49–59) years (Table 1). The most prevalent comorbidi-
ties were heart failure (8.9%), arrhythmia (7.3%), and diabetes
mellitus (9.3%).
Return to Work
Within 1 month, 9329 (41.7% [95% CI, 41.0%–42.3%]) of the
post-MI patients had returned to work and after 1 year this
number was 20 415 (91.1% [95% CI, 90.7%–91.5%]), whereas
92 (0.4% [95% CI, 0.3–0.5]) died (Figure 1). When 3 months of
employment was considered, 19 369 (86.4% [95% CI, 86.0%–
86.9%]) returned to work.
Risk factors associated with not returning to work were
female sex (OR 1.43 [95% CI, 1.27–1.60]), heart failure (OR
2.36 [95% CI, 2.07–2.69]), arrhythmia (OR 1.67 [95% CI,
1.44–1.94]), cerebrovascular disease (OR 1.83 [95% CI,
1.44–2.31]), and chronic kidney disease (OR 1.46 [95% CI,
1.03–2.04], Figure 2). Conversely, predictors that favored
return to work were high education level, and high income
favored return to work for men, but not for women
Figure 2. Risk factors associated with not returning to work. The odds ratios (ORs) with 95% conﬁdence
intervals (CIs) are displayed on a logarithmic scale. Estimates for age and sex were adjusted for
comorbidities (heart failure, arrhythmia, diabetes mellitus, cerebrovascular disease, chronic kidney disease,
chronic obstructive pulmonary disease [COPD], and depression), education level, income, time periods, and
invasive coronary procedures. Other estimates in the ﬁgure were adjusted for age modeled as a restricted
cubic spline, sex-based income, comorbidities, education level, time periods, and invasive coronary
procedures.
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(Figure 2). When return to work was deﬁned as at least
3 months of employment, age 60 to 65 years was no longer
associated with return to work, while depression and MI
during calendar years 2009 to 2012 compared with 1997
to 2000 were associated with not returning to work
(Figure S2).
Table 2. Characteristics at Time of Return to Work of Post-MI Patients Who Were Not Detached Versus Detached From
Employment
Variable Not Detached Detached P Value*
N 15 246 5169
Men, % 12 551 (82.3) 4089 (79.1) Reference
Women, % 2695 (17.7) 1080 (20.9) <0.001
Age (median [IQR]) 55 [49, 59] 57 [51, 61] <0.001
Age groups, %
30 to 39 y 575 (3.8) 222 (4.3) <0.001
40 to 49 y 3647 (23.9) 916 (17.7) <0.001
50 to 59 y 7604 (49.9) 2146 (41.5) Reference
60 to 65 y 3420 (22.4) 1885 (36.5) <0.001
Living alone 2913 (19.1) 1121 (21.7) <0.001
Heart failure, % 1227 (8.0) 560 (10.8) <0.001
Arrhythmia 1061 (7.0) 464 (9.0) <0.001
Diabetes mellitus, % 1311 (8.6) 563 (10.9) <0.001
Cerebrovascular disease, % 320 (2.1) 181 (3.5) <0.001
Chronic kidney disease, % 127 (0.8) 101 (2.0) <0.001
COPD, % 224 (1.5) 131 (2.5) <0.001
Depression, % 687 (4.5) 419 (8.1) <0.001
CAG, % 11 574 (75.9) 3924 (75.9) 0.999
PCI, % 8822 (57.9) 2986 (57.8) 0.903
CABG, % 1101 (7.2) 390 (7.5) 0.440
Education level, %
Basic school 4347 (28.5) 1744 (33.7) Reference
High school 453 (3.0) 116 (2.2) <0.001
Vocational 6881 (45.1) 2342 (45.3) <0.001
Short/medium length 2456 (16.1) 695 (13.4) <0.001
Long/higher education 817 (5.4) 170 (3.3) <0.001
Unknown 292 (1.9) 102 (2.0) 0.234
Income, %
First quartile 4950 (32.5) 2312 (44.7) Reference
Second quartile 4440 (29.1) 1527 (29.5) <0.001
Third quartile 3199 (21.0) 823 (15.9) <0.001
Fourth quartile 2657 (17.4) 507 (9.8) <0.001
Y, %
1997 to 2000 4000 (26.2) 1262 (24.4) Reference
2001 to 2004 4061 (26.6) 1409 (27.3) 0.033
2005 to 2008 3726 (24.4) 1266 (24.5) 0.106
2009 to 2012 3459 (22.7) 1232 (23.8) 0.009
CABG indicates coronary artery bypass grafting; CAG, coronary angiography; COPD, chronic obstructive pulmonary disease; IQR, interquartile range; MI, myocardial infarction; PCI,
percutaneous coronary intervention.
*P value from logistic regression models.
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Detachment From Employment
Of 20 415 patients who had returned to work, 5169 (25.3%)
were detached from employment within 1 year (Table 2), of
which 4938 (24.2% [95% CI, 23.6%–24.8%]) received social
beneﬁts and 231 (1.1% [95% CI, 1.0%–1.3%]) had died
(Figure 3). Age-stratiﬁed analyses showed that detachment
was most pronounced in patients aged 60 to 65 years,
followed by patients aged 30 to 39 years (Figure 4). The post-
MI patients had a higher comorbidity burden and lower
education level than the population controls (Table 3), and the
rate of detachment was signiﬁcantly higher in post-MI
patients (all P<0.001; Figure 5).
In adjusted analyses, patients aged 40 to 49 years had a
lower risk of detachment than all the other age groups
(Figure 6). The youngest age group (30–39 years) had a
higher risk of detachment (OR 1.26 [95% CI, 1.06–1.48]) as
did patients aged 60 to 65 years (OR 1.84 [95% CI, 1.71–
1.99]) compared with patients aged 50 to 59 years. Other
predictors for detachment were heart failure (OR 1.20 [95%
CI, 1.08–1.34]), diabetes mellitus (OR 1.13 [95% CI, 1.01–
1.25]), arrhythmia (OR 1.17 [95% CI, 1.04–1.32]), cerebrovas-
cular disease (OR 1.37 [95% CI, 1.13–1.66], chronic kidney
disease (OR 2.04 [95% CI, 1.55–2.68]), and depression (OR
1.77 [95% CI, 1.55–2.01]). Also, a high education level and
high income favored maintenance of employment (Figure 6).
Among post-MI patients, 74.6% were still employed 1 year
after employment, while this number was 91.4% for controls
(Table 4). At the time of detachment, 10.9% of post-MI
patients received sick leave beneﬁts and 5.7% received
unemployment beneﬁts versus 2.4% and 1.4% of the controls,
respectively. Detachment because of early retirement and
pension was higher in post-MI patients (4.6% and 1.8%,
respectively) than in controls (2.7% and 1.2%, both P<0.01).
Discussion
In this nationwide register-based study, we found that 91.1%
of the patients employed before admission with ﬁrst-time MI
returned to work within 1 year. Despite this high reemploy-
ment rate, 24.2% of the post-MI patients were detached from
employment and received social beneﬁts within 1 year after
return to work. Detachment was associated with being in the
youngest (30–39 years) or oldest (60–65 years) age group,
heart failure, arrhythmia, and depression, respectively, while
high income and high education level favored maintenance of
employment. The rate of detachment for post-MI patients was
almost 3-fold higher than the population controls. These
ﬁndings suggest that post-MI patients with these character-
istics including excess comorbidities and poorer socioeco-
nomic status should receive increased focus on cardiac
rehabilitation aimed at reducing detachment from employ-
ment.
In previous studies of return to work after MI, return to
work rates varied from 57% to 90%.7–12 In ST-segment
elevation MI patients, rates varied between 76% and 93%.26,27
The potentially slightly higher return to work rates observed in
our study could be caused, in part, by our register-based
design that minimized loss to follow-up. Furthermore, com-
pared with other countries, all Danish citizens have the
possibility of a paid sick leave, which may contribute to
resumption of work.28 High income and high education level
were predictors of both returning to work and continuous
employment. This ﬁnding is in accordance with previous
studies showing that white collar workers with higher salaries
were more likely to return to work than blue collar workers.12
Furthermore, individuals who are employed in low income
jobs generally often have lower decision latitudes at work,
which is a well-described stressor, and also a risk factor of not
Figure 3. Cumulative incidence of patients who were detached
from employment. Patients were included on the day of return to
work and followed for 1 year, and detachment from employment
was stratiﬁed on duration of at least 1 or 3 month, respectively.
Figure 4. Cumulative incidence of detachment from employ-
ment stratiﬁed on age groups. Patients were included on the day
of return to work and followed for 1 year. The ﬁgure illustrates
detachment of at least 1 month duration.
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returning to work and poor maintenance of employ-
ment.12,29,30
Patients aged 30 to 39 years also had a high risk of
detachment from employment compared with those aged 50
to 59 years. The underlying explanations are not clear,
although it is well described that younger patients with MI
differ from their older counterparts, with a higher burden of
smoking and high BMI, potentially indicating a poorer general
lifestyle.31,32 Furthermore, the employer’s willingness to
accommodate individual needs may be greater for employees
who have senior positions and longer previous employment at
the workplace. This result is, however, alarming because the
youngest group of patients has many more potential years left
on the labor market and since unemployment is an individual
risk factor for poor quality of life and subsequent depression,
this again entails a worsened prognosis.4–6,33,34
Of note, depression before MI is indicative of mental
vulnerability and may reinforce, for example, augmented
depression or anxiety symptoms leading to increased risk of
detachment from employment as observed in the present
study.
We found that women were less likely to return to work
compared with men, which is in accordance with very recent
ﬁndings from the United States, where this result, however,
Table 3. Characteristics of Population Controls and Post-MI Patients at Time of Matching
Variable Controls Post-MI Patients P Value*
N 102 075 20 415
Men, % 83 200 (81.5) 16 640 (81.5)
Women, % 18 875 (18.5) 3775 (18.5)
Age (median [IQR]) 55 [49, 60] 55 [49, 60]
Age groups, %
30 to 39 y 3992 (3.9) 797 (3.9)
40 to 49 y 22 816 (22.4) 4563 (22.4)
50 to 59 y 48 733 (47.7) 9750 (47.8)
60 to 65 y 26 534 (26.0) 5305 (26.0)
Living alone 17 671 (17.6) 4034 (19.8) <0.001
Heart failure, % 257 (0.3) 1787 (8.8) <0.001
Arrhythmia 1238 (1.2) 1525 (7.5) <0.001
Diabetes mellitus, % 2615 (2.6) 1874 (9.2) <0.001
Cerebrovascular disease, % 789 (0.8) 501 (2.5) <0.001
Chronic kidney disease, % 229 (0.2) 228 (1.1) <0.001
COPD, % 404 (0.4) 355 (1.7) <0.001
Depression, % 2237 (2.2) 1106 (5.4) <0.001
Education level, %
Basic school 20 632 (20.2) 6091 (29.8) <0.001
High school 3881 (3.8) 569 (2.8) <0.001
Vocational 40 188 (39.4) 9223 (45.2) <0.001
Short/medium length 21 274 (20.8) 3151 (15.4) <0.001
Long/higher education 10 705 (10.5) 987 (4.8) <0.001
Unknown 5395 (5.3) 394 (1.9) <0.001
Income, %
First quartile 23 360 (22.9) 7262 (35.6) <0.001
Second quartile 24 656 (24.2) 5967 (29.2) <0.001
Third quartile 26 601 (26.1) 4022 (19.7) <0.001
Fourth quartile 27 458 (26.9) 3164 (15.5) <0.001
COPD indicates chronic obstructive pulmonary disease; IQR, interquartile range; MI, myocardial infarction.
*P value based on conditional logistic regression using age and sex stratas.
DOI: 10.1161/JAHA.117.006486 Journal of the American Heart Association 8
Employment After Myocardial Infarction Smedegaard et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
was not sustained after adjustments.11 Another US report
from 1992 found that single living was a risk factor for poorer
outcomes after MI,35 but this was only found in our
unadjusted analyses, indicating that these patients may have
a higher burden of comorbidities and lower socioeconomic
status.
Heart failure was associated with not returning to work and
detachment from employment, which is in accordance with
previous ﬁndings.8,10
Remarkably, although in Denmark all citizens have access
to both education and social beneﬁts ﬁnanced by the Danish
welfare system, socioeconomic factors remained predictors of
employment status and follow-up and these results are likely
to be even more signiﬁcant in countries with more societal
and economic inequalities.
Clinical Implications
While our work largely conﬁrms prior knowledge about return
to work after MI, the notion that post-MI patients frequently
become detached from employment shortly after re-employ-
ment is new. This observation emphasizes that return to work
may not be a valid measure of successful recovery of working
capacity. While rehabilitation strategies generally focus on
elderly and vulnerable cases, younger and more resourceful
patients (eg, patients who are employed) may not be invited
or may decline or drop out from such programs.36 Indeed,
socially vulnerable patients with low socioeconomic status are
less likely to enroll in these rehabilitation programs.37 This
may be reﬂected in our ﬁndings in that patients with lower
socioeconomic status are less likely to return to work and
more likely to become detached from employment. Thus, our
novel ﬁndings on a nationwide level suggest that a rehabil-
itation strategy with focus on employment maintenance is
warranted, in particular for patients aged 30 to 39 years and
those of lower socioeconomic status who showed a discon-
certing trend for becoming detached from employment.
Strengths and Limitations
Strengths of this current study include the following: (1) the
nationwide coverage of patients, minimizing selection bias on
the basis of region; (2) all citizens had free access to
standardized health care without insurance requirements and
the Danish welfare system with free healthcare services,
partial reimbursement of medication, and paid sick leave
would appear to provide favorable conditions for work
resumption following MI28,38; (3) the nationwide register-
based design enabled complete follow-up (until death,
emigration, or end-of-study) and determination of comorbidi-
ties and drug treatment, which minimized selection bias,
recall bias, and misclassiﬁcation, respectively.
The study also had some limitations including the follow-
ing: (1) it is observational, and the results represent
associations and not necessarily causations; (2) important
factors for both return to work and long-term outcomes such
as job satisfaction, job type, health- and job-related quality of
life, and physical capacity were not measured10,12,34,39–42; (3)
other unmeasured potential confounders included, for exam-
ple, smoking, drinking habits, physical activity levels, body
mass index, and left ventricular ejection fraction; (4) the
actual reason for not returning to work or becoming detached
from employment was also unknown and is not possible to
address in the registries, although we did ﬁnd that these
patients most often received sick leave beneﬁts. Patients who
were close to 65 years of age at time of admission may have
retired because of eligibility for early retirement and pension
and not because of poor functional status, but compared with
the matched controls, the post-MI patients still had higher
retirement rates; (5) the standard of care changed during the
relatively long study period, (eg, troponins measurements
changed the deﬁnition of MI in 2000/2001 and primary PCI
was implemented in Denmark in 2003 after the beneﬁts were
demonstrated in a national randomized study).43 However,
excluding patients admitted during the ﬁrst period (before
2001) did not change the results (Figures S3 and S4). Also, MI
was evaluated as 1 entity because discrimination between MI
subtypes was not valid in the registries; (6) the legislation on
sick leave became more restrictive during the study period
(eg, the period before the employer received reimbursement
Figure 5. Cumulative incidence of detachment from employ-
ment in post–myocardial infarction (post-MI) patients compared
with population controls. The detachment from employment was
stratiﬁed on duration of any period, at least 1 month, and at least
3 months, respectively. The post-MI patients were included on
the day of return to work, and the population controls were
included on the day of statistical matching.
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from the state because of employee’s sick leave changed
from 15 days to 21 days in 2008, and to 30 days in 2012). To
address these changes, we investigated detachment from the
workplace with duration of at least 30 days.
Conclusion
In this nationwide register-based study of patients discharged
after ﬁrst-time incident MI who were employed before hospital
admission, we found that 91% returned to work, but that
subsequently 24% of patients were detached from employ-
ment within the ﬁrst year, corresponding to a 3-fold higher
detachment rate compared with population controls. Younger
age (30–39 years) and lower socioeconomic status were
among important predictors of detachment from employment.
Not being part of the workforce represents a considerable
individual and societal burden, and the results may inform
new strategies for maintenance of work in post-MI patients.
Figure 6. Forest plot of risk factors associated with detachment from employment. The estimates were
based on detachment from employment of at least 1 month. The odds ratios (ORs) with 95% conﬁdence
intervals (CIs) are displayed on a logarithmic scale. Estimates for age and sex were adjusted for
comorbidities (heart failure, arrhythmia, diabetes mellitus, cerebrovascular disease, chronic kidney disease,
chronic obstructive pulmonary disease [COPD], and depression), education level, income, time periods, and
invasive coronary procedures. Other estimates in the ﬁgure were adjusted for age modeled as a restricted
cubic spline, sex-based income, comorbidities, education level, time periods, and invasive coronary
procedures.
DOI: 10.1161/JAHA.117.006486 Journal of the American Heart Association 10
Employment After Myocardial Infarction Smedegaard et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
Sources of Funding
This work was supported by the Danish Agency for Science,
Technology and Innovation and by the Danish Council for
Strategic Research (EDITORS: Eastern Denmark Initiative to
Improve Revascularisation Strategies, grant 09-066994),
Helsefonden, and the Danish Heart Foundation. None of
these institutions had any inﬂuence on the design and
conduct of the study; management, analysis, and interpreta-
tion of the data; and preparation, review, or approval of the
manuscript for submission.
Disclosures
Smedegaard is supported by the Danish Agency for
Science, Technology and Innovation, the Danish Council
for Strategic Research, Helsefonden, and the Danish Heart
Foundation. Nume is supported by P. Carl Petersen
Foundation and Helsefonden. Kragholm reports having
received grants from The Laerdal Foundation and The
Danish Heart Foundation, as well as having received
speaker’s honorarium from Novartis, outside the submitted
work. Gislason is supported by an unrestricted clinical
research scholarship from the Novo Nordisk Foundation and
has received research grants from Bayer, Pﬁzer, AstraZe-
neca, Boehringer-Ingelheim, and Bristol Meyer Squibb (BMS)
and speaker honoraria from Pﬁzer, AstraZeneca, and BMS.
Hansen is recipient of an unrestricted research grant from
the LEO Foundation.
References
1. Yeh RW, Sidney S, Chandra M, Sorel M, Selby JV, Go AS. Population trends in
the incidence and outcomes of acute myocardial infarction. N Engl J Med.
2010;362:2155–2165.
2. Fox KA, Steg PG, Eagle KA, Goodman SG, Anderson FA Jr, Granger CB, Flather
MD, Budaj A, Quill A, Gore JM; GRACE Investigators. Decline in rates of death
and heart failure in acute coronary syndromes, 1999–2006. JAMA.
2007;297:1892–1900.
3. Fox CS, Evans JC, Larson MG, Kannel WB, Levy D. Temporal trends in coronary
heart disease mortality and sudden cardiac death from 1950 to 1999: the
Framingham Heart Study. Circulation. 2004;110:522–527.
4. Hultman B, Hemlin S. Self-rated quality of life among the young unemployed
and the young in work in northern Sweden. Work. 2008;30:461–472.
5. Hyde M, Hanson LM, Chungkham HS, Leineweber C, Westerlund H. The impact
of involuntary exit from employment in later life on the risk of major
depression and being prescribed anti-depressant medication. Aging Ment
Health. 2015;19:381–389.
6. Mossakowski KN. The inﬂuence of past unemployment duration on symptoms
of depression among young women and men in the United States. Am J Public
Health. 2009;99:1826.
7. Abbas AE, Brodie B, Stone G, Cox D, Berman A, Brewington S, Dixon S, O’Neill
WW, Grines CL. Frequency of returning to work one and six months following
percutaneous coronary intervention for acute myocardial infarction. Am J
Cardiol. 2004;94:1403–1405.
8. Nielsen FE, Sørensen HT, Skagen K. A prospective study found impaired left
ventricular function predicted job retirement after acute myocardial infarction.
J Clin Epidemiol. 2004;57:837–842.
9. H€am€al€ainen H, M€aki J, Virta L, Keskim€aki I, M€ah€onen M, Moltchanov V,
Salomaa V. Return to work after ﬁrst myocardial infarction in 1991–1996 in
Finland. Eur J Public Health. 2004;14:350–353.
10. Mirmohammadi SJ, Sadr-Bafghi SM, Mehrparvar AH, Gharavi M, Davari MH,
Bahaloo M, Mostaghaci M, Sadr-Bafghi SA, Shokouh P. Evaluation of the return
to work and its duration after myocardial infarction. ARYA Atheroscler.
2014;10:137–140.
11. Dreyer RP, Xu X, Zhang W, Du X, Strait KM, Bierlein M, Bucholz EM, Geda M,
Fox J, D’Onofrio G, Lichtman JH, Bueno H, Spertus JA, Krumholz HM. Return to
work after acute myocardial infarction comparison between young women and
men. Circ Cardiovasc Qual Outcomes. 2016;9:S45–S52.
12. Drory Y, Kravetz S, Koren-Morag N, Goldbourt U; Israel Study Group on First
Acute Myocardial Infarction. Resumption and maintenance of employment
after a ﬁrst acute myocardial infarction: sociodemographic, vocational and
medical predictors. Cardiology. 2005;103:37–43.
13. Biering K, Hjøllund NH, Lund T. Methods in measuring return to work: a
comparison of measures of return to work following treatment of coronary
heart disease. J Occup Rehabil. 2013;23:400–405.
14. Lynge E, Sandegaard JL, Rebolj M. The Danish National Patient Register. Scand
J Public Health. 2011;39:30–33.
15. Madsen M, Davidsen M, Rasmussen S, Abildstrom SZ, Osler M. The validity of
the diagnosis of acute myocardial infarction in routine statistics: a comparison
of mortality and hospital discharge data with the Danish MONICA registry. J
Clin Epidemiol. 2003;56:124–130.
16. Hjollund NH, Larsen FB, Andersen JH. Register-based follow-up of social
beneﬁts and other transfer payments: accuracy and degree of completeness in
a Danish interdepartmental administrative database compared with a popu-
lation-based survey. Scand J Public Health. 2007;35:497–502.
17. Kildemoes HW, Sørensen HT, Hallas J. The Danish national prescription
registry. Scand J Public Health. 2011;39:38–41.
18. Baadsgaard M, Quitzau J. Danish registers on personal income and transfer
payments. Scand J Public Health. 2011;39:103–105.
19. Jensen VM, Rasmussen AW. Danish education registers. Scand J Public Health.
2011;39:91–94.
20. Kragholm K, Wissenberg M, Mortensen RN, Fonager K, Jensen SE, Rajan S,
Lippert FK, Christensen EF, Hansen PA, Lang-Jensen T, Hendriksen OM, Kober
L, Gislason G, Torp-Pedersen C, Rasmussen BS. Return to work in out-of-
hospital cardiac arrest survivors: a nationwide register-based follow-up study.
Circulation. 2015;131:1682–1690.
21. Rørth R, Wong C, Sørensen KDK, Fosbøl E, Mogensen UM, Lamberts M, Petrie
MC, Jhund PS, Gerds TA, Torp-Pedersen C, Gislason GH, McMurray JJV, Køber
L, Kristensen SL. Return to the workforce following ﬁrst hospitalization for
heart failure: a Danish nationwide cohort study. Circulation. 2016;134:999–
1009.
22. Trygged S, Ahacic K, Kareholt I. Income and education as predictors of return
to working life among younger stroke patients. BMC Public Health.
2011;11:742.
Table 4. Cause of Social Beneﬁts at Time of Detachment
From Employment or After 1 Year of Follow-Up in Controls
and Post-MI Patients
Follow-up Controls
Post-MI
Patients P Value*
Sick leave, % 2454 (2.4) 2221 (10.9) <0.001
Disability
pension, %
66 (0.1) 86 (0.4) <0.001
Subsidized job, % 36 (0.1) 98 (0.5) <0.001
Unemployment, % 1419 (1.4) 1168 (5.7) <0.001
Early retirement, % 2728 (2.7) 940 (4.6) <0.001
Pension, % 1273 (1.2) 371 (1.8) <0.001
Parental leave and
student grant, %
262 (0.3) 54 (0.3) 0.85
Emigrated, % 229 (0.2) 25 (0.1) 0.005
Dead, % 338 (0.3) 231 (1.1) <0.001
Working, % 93 270 (91.4) 15 221 (74.6) <0.001
MI indicates myocardial infarction.
*P value based on conditional logistic regression using age and sex stratas.
DOI: 10.1161/JAHA.117.006486 Journal of the American Heart Association 11
Employment After Myocardial Infarction Smedegaard et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
23. Osler M, Martensson S, Prescott E, Carlsen K. Impact of gender, co-morbidity
and social factors on labour market afﬁliation after ﬁrst admission for acute
coronary syndrome. A cohort study of Danish patients 2001–2009. PLoS One.
2014;9:e86758.
24. Andersen PK, Geskus RB, de Witte T, Putter H. Competing risks in
epidemiology: possibilities and pitfalls. Int J Epidemiol. 2012;41:861–870.
25. Fine JP, Gray RJ. A proportional hazards model for the subdistribution of a
competing risk. J Am Stat Assoc. 1999;94:496–509.
26. Isaaz K, Coudrot M, Sabry MH, Cerisier A, Lamaud M, Robin C, Richard L, Da
Costa A, Khamis H, Abd-Alaziz A, Gerenton C. Return to work after acute ST-
segment elevation myocardial infarction in the modern era of reperfusion by
direct percutaneous coronary intervention. Arch Cardiovasc Dis.
2010;103:310–316.
27. Laut KG, Hjort J, Engstrøm T, Jensen LO, Tilsted Hansen H-H, Jensen JS,
Pedersen F, Jørgensen E, Holmvang L, Pedersen AB, Christensen EF, Lippert F,
Lang-Jensen T, Jans H, Hansen PA, Trautner S, Kristensen SD, Lassen JF, Lash
TL, Clemmensen P, Terkelsen CJ. Impact of health care system delay in
patients with ST-elevation myocardial infarction on return to labor market and
work retirement. Am J Cardiol. 2014;114:1810–1816.
28. Earle A, Ayanian JZ, Heymann J. Work resumption after newly diagnosed
coronary heart disease: ﬁndings on the importance of paid leave. J Womens
Health. 2006;15:430–441.
29. Karasek RA. Job demands, job decision latitude, and mental strain: implica-
tions for job redesign. Adm Sci Q. 1979;24:285–308.
30. Karasek R, Baker D, Marxer F, Ahlbom A, Theorell T. Job decision latitude, job
demands, and cardiovascular disease: a prospective study of Swedish men.
Am J Public Health. 1981;71:694–705.
31. Avezum A, Makdisse M, Spencer F, Gore JM, Fox KAA, Montalescot G, Eagle
KA, White K, Mehta RH, Knobel E, Collet JP. Impact of age on management and
outcome of acute coronary syndrome: observations from the Global Registry
of Acute Coronary Events (GRACE). Am Heart J. 2005;149:67–73.
32. Waziri H, Jørgensen E, Kelbæk H, Stagmo M, Pedersen F, Lagerqvist B, James
S, Køber L, Wachtell K. Short and long-term survival after primary percuta-
neous coronary intervention in young patients with ST-elevation myocardial
infarction. Int J Cardiol. 2016;203:697–701.
33. Frasure-Smith N, Lesperance F, Talajic M. Depression following myocardial
infarction: impact on 6-month survival. JAMA. 1993;270:1819–1825.
34. Spertus JA, Jones P, McDonell M, Fan V, Fihn SD. Health status predicts long-
term outcome in outpatients with coronary disease. Circulation. 2002;106:43–
49.
35. Case RB, Moss AJ, Case N, McDermott M, Eberly S. Living alone after
myocardial infarction. Impact on prognosis. JAMA. 1992;267:515–519.
36. Yohannes AM, Yalfani A, Doherty P, Bundy C. Predictors of drop-out from
an outpatient cardiac rehabilitation programme. Clin Rehabil. 2007;21:222–
229.
37. Harlan WR III, Sandier SA, Lee KL, Choi Lam L, Mark DB. Importance of
baseline functional and socioeconomic factors for participation in cardiac
rehabilitation. Am J Cardiol. 1995;76:36–39.
38. Rahimi AR, Spertus JA, Reid KJ, Bernheim SM, Krumholz HM. Financial barriers
to health care and outcomes after acute myocardial infarction. JAMA.
2007;297:1063–1072.
39. McBurney CR, Eagle KA, Kline-Rogers EM, Cooper JV, Smith DE, Erickson SR.
Work-related outcomes after a myocardial infarction. Pharmacotherapy.
2004;24:1515–1523.
40. Xie J, Wu EQ, Zheng Z-J, Sullivan PW, Zhan L, Labarthe DR. Patient-reported
health status in coronary heart disease in the United States. Circulation.
2008;118:491–497.
41. Mittag O, Kolenda KD, Nordman KJ, Bernien J, Maurischat C. Return to work
after myocardial infarction/coronary artery bypass grafting: patients’ and
physicians’ initial viewpoints and outcome 12 months later. Soc Sci Med.
2001;59:1441–1450.
42. Fiabane E, Argentero P, Calsamiglia G, Candura SM, Giorgi I, Scafa F,
Rugulies R. Does job satisfaction predict early return to work after coronary
angioplasty or cardiac surgery? Int Arch Occup Environ Health.
2013;86:561–569.
43. Andersen HR, Nielsen TT, Rasmussen K, Thuesen L, Kelbaek H, Thayssen P,
Abildgaard U, Pedersen F, Madsen JK, Grande P, Villadsen AB, Krusell LR,
Haghfelt T, Lomholt P, Husted SE, Vigholt E, Kjaergard HK, Mortensen LS. A
comparison of coronary angioplasty with ﬁbrinolytic therapy in acute
myocardial infarction. N Engl J Med. 2003;349:733–742.
DOI: 10.1161/JAHA.117.006486 Journal of the American Heart Association 12
Employment After Myocardial Infarction Smedegaard et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
  
 
 
 
 
SUPPLEMENTAL MATERIAL
 by guest on January 29, 2018
http://jaha.ahajournals.org/
D
ow
nloaded from
 
Table S1. Codes used to define comorbidity and medication 
 
 
Comorbidities Specification  
Myocardial infarction ICD8*: 410 (only to exclude prior myocardial infarction) 
ICD10: 121 
Heart failure (including 
cardiomyopathy and lung edema) 
ICD8: 42709-42711, 42719,42899,78249, 514,425 
ICD10: I42, I50, I110, J81 
Arrhythmias ICD8: 4273-4276, 42793-42794 
ICD10: Z950, I46-I49 
Diabetes ICD8: 249-250 
ICD10: E10-E14 
ATC †: A10 
Chronic kidney disease ICD8: 581-585 
ICD10: 12-13, N03-N07, N08, N11, N14, N18, N25-N26, 
N28-N29, N158-N160, N162-164, N168, Z992, E102, 
E112, E132, E42 
Chronic obstructive pulmonary 
disease 
ICD8: 490-492 
ICD10: J42, J44 
Cerebrovascular disease ICD8: 430-438 
ICD10: G45-G46, H34, I60-I69 
Depression 
 
ICD8: 29609, 30049 
ICD10: F32, F33 
ATC: N06 
*ICD; International classification of disease 
†ATC; Anatomical Therapeutic Chemical Classification 
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Figure S1. Flowchart of study population. 
 
MI; myocardial infarction.  
 
                            
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
First MI
30-65 years
1997-2012
n=41,239
Died within 30 days n=1943
Received social beneﬁts:
Sick-leave n=2595
Unemployment beneﬁts n=2041
Disability pension n=6615
Subsidized job n=741
Parental leave or student grant n= 285
Early retirement n= 4087
Pension n= 522
Registered migrant n=16
Employed 
n=22,394 
n=39,296
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Figure S2. Risk factors associated with not returning to work when only patients who maintained 
employment for at least three consecutive months were considered as having returned to work.  
 
 
Estimates for age and sex were adjusted for comorbidities (heart failure, arrhythmia, diabetes, 
cerebrovascular disease, chronic kidney disease, chronic obstructive pulmonary disease [COPD], and 
depression), education level, income, time periods, and invasive coronary procedures. Other estimates in the 
figure were adjusted for age modelled as a restricted cubic spline, sex-based income, comorbidities education 
level, time periods, and invasive coronary procedures. OR; Odds ratio. CI; Confidence interval. 
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Figure S3. Risk factors associated with not returning to work where patients admitted before 2001 
were excluded from the analysis. 
 
Estimates for age and sex were adjusted for comorbidities (heart failure, arrhythmia, diabetes, 
cerebrovascular disease, chronic kidney disease, chronic obstructive pulmonary disease [COPD], 
depression), education level, income, time periods, and invasive coronary procedures. Other 
estimates in the figure were adjusted for age modelled as a restricted cubic spline, sex-based 
income, comorbidities, education level, time periods, and invasive coronary procedures. OR; Odds 
ratio. CI; Confidence interval. 
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Figure S4. Risk factors associated with detachment from employment where patients admitted 
before 2001 were excluded from the analysis. 
 
The odds ratios (ORs) with 95% confidence intervals (CIs) are displayed on a logarithmic scale.  
The estimates were based on detachment from employment of at least one month. Estimates for age 
and sex were adjusted for comorbidities (heart failure, arrhythmia, diabetes, cerebrovascular disease, 
chronic kidney disease, chronic obstructive pulmonary disease [COPD], and depression), education 
level, income, time periods, and invasive coronary procedures. Other estimates in the figure were 
adjusted for age modelled as a restricted cubic spline, sex-based income, comorbidities, education 
level, time periods, and invasive coronary procedures.  
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